(3) make several important points about anhedonia. Their study of 187 psychiatric inpatients was directed towards determining the role of anhedonia in schizophrenia. They suggest that anhedonia is more prominent in those patients with the diagnoses of chronic and paranoid schizophrenia. In addition, anhedonia was correlated to an early onset of the disorder and to a lack of improvement during the period of hospitalization assessed by the authors. Their study also establishes its frequent occurrence in many nonschizophrenic patients.
The precise significance of anhedonia in the schizophrenic picture is still in doubt. Meehl (5, 6) suggests that anhedonia by weakening pleasurable emotions, enhancing the negative aspects of ambivalence and increasing interpersonal fears, may cause interpersonal aversiveness, autism and cognitive slippage. Harrow and Grinker (3) do not completely support Meehl's view regarding the ubiquity of anhedonia in schizophrenia nor its etiological potency, but suggest that anhedonia is an important early symptom which may mediate towards chronicity and poor prognosis.
Anhedonia can be differentiated from emotional withdrawal, depression and lack of motivati·on. • The anhedonic patient may appear depressed but on closer examination lacks both the vegetative signs and the typical affective disturbance of depression. • Anhedonia often underlies emotional withdrawal and lack of motivation. When this relationship is well developed, the patient will often verbalize the attitude that there is nothing worth doing or no relationship worth pursuing. Anhedonic patients when questioned closely stress the attitude that life itself is pointless and pleasureless. Emotional withdrawal and lack of motivation also occur in patients who are fearful of new experiences, lack selfconfidence, or are overly dependent; but they do desire closeness, involvement, approval and self-fulfillment.
This profile of anhedonia seems to agree with Harrow's (3) study which suggested a definite correlation between anhedonia and loneliness, lack of sexual experience, and social incompetence.
In view of the widespread recognition and acceptance of anhedonia as a prominent symptom in schizophrenia and other disorders, there is very little in the literature dealing with the therapeutic issues involved. In this article we would like to present a preliminary assessment of an approach to the treatment of the anhedonie patient developed over a period of 2Y2 years on an inpatient psychiatric service. As our technique has been under continual revision, a double blind evaluation has thus far been impossible, Therefore we shall present our methods as they stand at present and discuss their merits in the light of the present literature.
The Treatment Environment
The treatment technique discussed in this article was developed on a thirty bed unit in a general hospital. The usual types of structured therapy were carried on including individual psychotherapy, group psychotherapy, and family therapy, when appropriate. The ward was run along the lines of a self-governing therapeutic community. The patients' comments and feedback were available to staff when designing and altering the therapeutic program. It is largely through the observation of the patients' performance in ward activities that we have developed our particular approach to anhedonia.
Clinical Profile
Patients were considered anhedonic on evidence of their behaviour and verbal productions. In general, they tended to be apathetic, withdrawn, joyless, and mechanical. They frustrated staff and other patients with their passivity and lack of initiative. Their speech lacked animation and spontaneity and consistently turned to themes of indifference, apathy, hopelessness, and futility. Many anhedonic patients had been admitted on previous occasions.
Case A (age 19)and Case B (age 21) were typical examples -both were in hospital for the second time within a twelve-month period with the diagnosis of schizophrenic reaction, paranoid type. "A" had dropped out of school and was unable to find employment. He had no friends, a fact attested to by the complete absence of visitors apart from the immediate family. There was no history of successful heterosexual functioning. His speech and behaviour were openly anhedonic.
"B" began having difficulties at age 15. After failing several grades at school he dropped out. He was unable to hold a job in spite of numerous attempts. In hospital he was obviously bored, apathetic and completely joyless.
Techniques
Our approach to the problem of anhedonia reflects the attitude that we have taken towards our schizophrenic patients. We stress respect for their individuality and an open mind regarding their potential. Emphasis is placed on stability, consistency, relaxation, sustained effort and day-to-day enjoyment.
In interpersonal relationships we encourage relaxation, humour, spontaneity and experimentation. Many patients are encumbered by excessive fears of rejection, low self-esteem, self-conscious anxiety, and a repertoire of tentative and ineffectual behaviours. In our milieu we encourage them to take risks, forget themselves, get involved and accept the consequences. The patients' experiments and experiences on the ward are examined in structured therapy sessions adding further emphasis to the request that they participate fully in activities.
It is important to emphasize that newly admitted patients are not thrust immediately into activities. After a period of assessment and symptomatic control, usually with neuroleptic drugs and structured therapy, they are eased into the activity program.
Role Playing
Overall the most effective activity in the treatment of anhedonia seems to be role playing. This is done in a group in which patients are assigned roles in situations conceived by the staff. In a typical situation a young girl might be bringing home a grossly unsuitable boyfriend to her disapproving parents. In another an annoyed boss might be firing an incompetent employee who is full of excuses. Other frequently used contingencies are meetings in some social setting, applying for a job, bringing news of one kind or another home to parents, dealing with disappointing children, confronting truculent store personnel, and so on. Situations are chosen so that all the basic life roles and positions are reproduced. There is no particular age or sex restriction in role choice or assignment. We have found that playing a role creates a kind of emotional freedom for schizophrenic and non-schizophrenic alike and most especially for the anhedonic individual. The patients enjoy roles involving the ward milieu and staff. They are very adept at working psychotherapeutic jargon into these interactions producing devastating satires on the kind of pseudoempathic conversations frequently heard on psychiatric wards.
At times a serious discussion of patient responses and feelings will ensue. The patients and staff who share jointly in this activity analyze and discuss it in accordance with their needs and wishes, and it contains a good balance of humour, spontaneity, sadness, truth and above all sheer interest and enjoyment. In many instances useful and effective ways of behaving in difficult circumstances are established and analyzed and the general principles of successful interpersonal behaviour are often elucidated. Additional side benefits include the support and approval that patients get for particularly excellent performances, although the attitude and behaviour in the group are not competitive.
Physical Activities
When there is a large population of young male patients, sports such as volleyball are particularly appropriate.
The fact that little verbal skill is required is an added bonus. The elements of intense physical effort, pleasurable competition, group solidarity and physical release combine to create an experience which is unmistakably enjoyable. Walks and outings to interesting locations in the core of the city where we are located combine the physical pleasure of exercise with a change in environment, a new experience and the frequent opportunity for short casual social interactions.
Intellectual and Artistic Activities
Other group activities that have proven highly successful include art therapy, poetry reading, poetry writing, film discussion and music appreciation. These activities are scheduled in rotation and offer to the patient a broad exposure to some of the more enjoyable cultural activities available in our society. Apart from the fun involved, the appreciation of poetry and music often provokes profound emotional responses. Patients sometimes discover new talents and interests and often develop more definite tastes and preferences.
Social Activities
The basic social actrvity apart from occasional parties or dances is the Friday afternoon tea. At this weekly function staff and patients mingle freely and informally. In spite of the fact that attendance is not mandatory, absenteeism is low. It is the end of the week for patients as well as staff.
The mood is relaxed and topics for casual discussion are readily at hand. The success of this event is really a reflection of the effectivenes of the remainder of the program. Both "An and "B" were socially poised and relaxed at this event prior to their discharge from hospital, in sharp contrast to their previous behaviour.
Discussion
This program is not without its flaws and complications. In certain instances patients who appear to have made enormous gains in hospital lapse back to their former an hedonic posture after discharge. Others evade our approach from the onset, going through the motions at activities and remaining on the periphery at social functions.
At the other extreme some patients become extremely dependent upon the activity program itself. The marked increase in companionship, pleasure, interaction and intellectual and emotional stimulation occasionally makes separation difficult. More than one patient has openly expressed the desire to remain on the ward indefinitely.
In general, however, we feel that the activities mentioned above play specific roles in the treatment of anhedonia. First, and most important, they provide a definite tangible experience of pleasure. This enjoyment does not derive from any unusual or elaborate event but from quite ordinary activities that can be duplicated in everyday life. Even without specific therapeutic reinforcement, the patients recognize that these pleasures are currently available to them in their daily lives and are not elements of some distant existence which they might experience if they ever happen to get better.
Many patients who are otherwise emotionally flat, or somewhat withdrawn, are most easily reached by gentle humour and frequently develop a definite taste and flair for making witty observations about themselves and others. They often have an offhand or deadpan delivery which adds to the humourous effect.
Staff vary tremendously in their ability to communicate through humour but most can appreciate and reward it in others. Initially, humourous exchanges were merely remarked on by staff. Gradually a more systematic approach has developed. A patient's ability to enjoy, level of participation, and sense of humour are closely observed and discussed at rounds.
Staff assignments may include instructions to relate to a patient on a superficial level in an intermittent, casual and natural style within the context of the social environment on the ward. The various group activities, discussions, outings and social events provide a suitable atmosphere for this type of therapeutic encounter.
Another important factor is the experience of involvement without analysis. Many of the patients have had a significant amount of psychotherapy both on an inpatient and outpatient basis and they are continuing to have this therapy in our setting. These activities tend to balance any excessive trend toward deep introspection, brooding and disengagement.
Patients learn to enjoy and respect the unusual and individual aspects of their own personalities. Often they are led to this enjoyment by other patients or members of staff who respond to these idiosyncrasies in a positive way. Forthe beleaguered patient this is one less thing that has to be changed. In some instances personality features which were once thought to be deficits can be turned into assets by a more skillful integration of these qualities into the total personality.
An important effect of activities is to increase patient self-esteem. This is likely related to acceptance of other patients and of staff. The recognition that one can interest, amuse and enlighten other members of the community leads to pleasure and reinforces successful behaviour. In many ways this is the most meaningful aspect of the therapeutic situation we are describing and in Alexander's (I) terms must truly be a corrective emotional experience to an individual who has more often brought disappointment and anguish to the people in his life.
Conclusion
Activity therapy combines, to some extent, elements of the analytic, experiential and behaviour modification therapies.
We have observed in many anhedonic patients significant change towards sociability, spontaneity, optimism, involvement, and enjoyment of life. We recognize that at this point our task is to pass beyond subjective observation to objective forms of measurement and statistical analysis. We hope however, that this preliminary presentation of concepts and methods will be sufficient on its own to invite interest and discussion.
Summary
This paper discusses the concept of anhedonia defined as the inability to experience pleasure. Many authors have noted the presence of anhedonia as a personality feature in patients with schizophrenia and other disorders. Anhedonia apparently begins early in life in relation to pathological reactions within the core family. Many authors feel that anhedonia is closely associated with poor premorbid adjustment, interpersonal incompetence and chronicity, and mediates towards poor prognosis.
The authors feel that interpretive forms of psychothera py and psychoactive medication are not particularly effective in the treatment of anhedonic patients. They propose a selection of intellectual, physical and social activities as a more direct attack on this problem of anhedonia. Through these activities the patients are able to gain a tangible experience of pleasure while developing more effective interpersonal skills. The response of patients to activities also provides material for structured forms of psychotherapy and the combination and interaction of activity therapy and traditional psychotherapy is considered to be effective in many anhedonic patients.
Resume
Dans cet article, on discute Ie concept d'anhedonie, soit l'incapacite d'eprouver la sensation de plaisir. Plusieurs auteurs on note la presence d'anhedonie comme trait de personnalite chez les patients souffrant de schizophrenic et d'autres maladies psychiatriques. Apparemment, l'anhedonie se manifeste des le jeune age en relation avec des reactions pathologiques au sein de la famille. Plusieurs auteurs pensent que l'anhedonie est etroiternent liee avec une adaptation prernorbide deficiente, avec une lacune dans les relations interpersonnelles et avec la chronicite, tout ceci conduisant a un pronostic defavorable, Les auteurs croient que des formes interpretatives de phychothera pie et une medication psychoactive ne sont pas particulierernent efficaces dans Ie traitement des patients anhedoniques, Une attaque plus directe du probleme se ferait au moyen d'activites intellectuelles, physiques et sociales choisies. A travers elles, les patients peuvent ressentir Ie plaisir d'une facon tangible tout en developpant une capacite plus efficace de relations interpersonnelles. De plus, la reaction des patients Ii ces activites procure du materiel pour des techniques structurees de psychotherapie. Selon les auteurs, la combinaison et l'interaction de therapie par l'activite et de la psychotherapie traditionnelle est efficace pour Ie traitement de plusieurs patients anhedoniques.
